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Abstract 
The aim of this study is to explore the relationship between adolescents’ life satisfaction 
and individual and social health assets. A nationally representative sample of 3,494 Portuguese 
adolescents (mean age = 14.94 ± 1.30 years; 53.6% girls) completed the Health Behavior in 
School-aged Children survey measuring a variety of health behaviors and beliefs. A sequential 
regression analysis was conducted with gender, individual assets (academic achievement, social 
competence, self-regulation and life objectives) and social assets (family support, peer support, 
parental monitoring and school connectedness) entered in separate steps. A second regression 
analysis was conducted with social assets entered before individual assets. The final model 
explained 18.3% of life satisfaction. School connectedness (β = .198, p < .001) and family 
support (β = .154, p < .001) were the strongest predictors of adolescents’ life satisfaction 
followed by social competence (β = .152, p < .001), academic achievement (β = .116, p < .001) 
and self-regulation (β = .064, p < .001). Social assets explained a larger variance of life 
satisfaction than individual assets when entered first in the regression (r2 = .134 and r2 = .119, 
respectively, p < .001). When entered last step in the regression analysis, social assets added 
more to life satisfaction’s variance than when individual assets were added in the last step (r2 
= .060 and r2 = .045, respectively, p < .001). These results reinforce the role social interaction 
and social capital models in the promotion of well-being. 
Keywords: adolescents' health, quality of life, social support, well-being. 
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Health promotion has progressively focused on the development of the capacity for 
individuals and communities to be actively engaged in the enhancement of their own health. 
Such promotion ensues when individuals and communities actively operate a number of health 
assets. According to the assets model (Morgan & Ziglio, 2007), a health asset is “any factor (or 
resource) which maximizes the opportunities for individuals, local communities and 
populations to attain and maintain health and wellbeing” (p. 18). The identification of these 
factors or resources facilitates the delivery of interventions that optimize these individual and 
community health protective and promoting factors, empowering the communities to be 
collaborative partners in the production of health instead of passive consumers of healthcare 
services (Lerner & Benson, 2003). Therefore, health promotion focusses on the development 
of assets suggesting the adoption of a comprehensive approach that emphasizes not only the 
reduction of risk factors but also the increase of protective factors (Scales, 1999). 
Scales (1999) identified and categorized 40 factors into internal and external assets. 
Internal assets represent “values, skills and competencies young people develop to guide 
themselves, to become self-regulating” (p. 113). External assets refer to the “relationships and 
opportunities adults provide young people” (p. 113). Therefore, health assets rest within the 
individual or exist within the social environment or community where individuals live (Morgan 
& Ziglio, 2007). A number of individual assets have been identified in the literature; these 
include social competence, resilience, commitment to learning, positive values, self-esteem and 
sense of purpose. Supportive family and friendship networks, community cohesion and affinity 
groups are known community assets. Therefore, feeling socially connected and a sense of 
belonging to relevant contexts where social interactions evolve (e.g., school connectedness) are 
important factors to consider. 
Researchers have shown that health assets are associated with quality of life (Murphey, 
Lamonda, Carney, & Duncan, 2004; Proctor, Linley, & Maltby, 2010). The more assets 
adolescents have the fewer risk behaviors they will engage in and the more positive outcomes 
they will experience. For example, Murphey et al. (2004) found that the number of assets people 
possess was inversely related to engagement in risk behaviors (e.g., smoking, alcohol abuse, 
physical fighting), and positively related to health-promoting behaviors (e.g., exercise, safety 
belt use). Differentiating the effects of individual and social assets in quality of life will 
facilitate the prioritization of targeted interventions.  
Concerning individual assets, perceptions of competence have been a central topic in 
human motivation (Bandura, 1997; Ryan & Deci, 2000). Competence encompasses multiple 
dimensions within youth functioning such as academic competence and social competence 
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(Catalano, Berglund, Ryan, Lonczak, & Hawkins, 2004). Academic competence is an 
indication of cognitive competence relevant to intellectual achievement and it has been 
suggested to be the strongest protective factor against risk behaviors (Murphey et al. 2004). 
Social competence is vital for the achievement of specific social and interpersonal goals and 
involves the use of interpersonal skills such as interpreting social cues, conflict resolution or 
making social decisions (Catalano et al., 2004).  
Self-regulation is an individual asset that allows individuals to exercise control over 
their behavior and their emotional states to pursue personally relevant goals or desired outcomes 
(Vohs & Baumeister, 2004). Self-regulation represents the adolescents’ ability to monitor their 
activities, evaluate their performance, motivate themselves and maintain their resilience while 
experiencing school and social disappointments (Zimmerman, 2002). Therefore, this concept 
appears to be fundamental for adolescents to maintain balance and satisfaction in life through 
the ability to exert control over their lives in difficult situations. 
In line with a broad definition of health, health is the capacity of individuals and 
communities to ultimately develop and pursue their life goals and dreams (Frasquilho, de 
Matos, Gaspar, & Almeida, 2014). Holding high and positive expectations for the future has 
been linked with more positive perceptions of one’s position in life in relation to one’s values, 
standards and concerns (Edwards, Huebner, Connell, & Patrick, 2002). Being optimistic about 
one’s life and personal future, and having purpose in life helps develop a sense of positive 
identity (Scales, 1999). Maintaining a positive expectation about the future, having goals and 
making plans to pursue one’s dreams have been shown to be associated with higher life 
satisfaction. This is particularly important in Portugal as adolescents from low social economic 
backgrounds living in socioeconomic deprivation are unlikely to obtain high levels of education 
(Frasquilho et al., 2014). In addition, adolescents from impoverished backgrounds have lower 
levels of life satisfaction (Klanšček, Žiberna, Korošec, Zurc, & Albreht, 2014), which should 
make underserved populations a priority for interventions. 
Concerning social assets, social connectedness and school connectedness are important 
resources. While social connectedness represents the quality of adolescents’ social network, 
school connectedness represents the extent to which students feel accepted, respected, included 
and supported in school (Gerard & Booth, 2015; Murphey et al., 2004).  
Social connectedness has been referred to as the main precursor of youth adjustment 
(Guerra & Bradshaw, 2008). Indeed, adequate social support was found to moderate the impact 
of stress on health among adolescents (Dumont & Provost, 1999). Conversely, dissatisfaction 
with social support has been linked to depression, anxiety and poor sleep (Bond et al, 2007). In 
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addition to feeling cared for, a sense of connectedness also involves caring about the social 
environment, which strengthens a sense of belonging (Guerra & Bradshaw, 2008). This sense 
of belonging develops in relation to family, friends, neighborhood or institutions in which 
adolescents grow (e.g., sport clubs, schools). Social environments that provide adolescents with 
positive resources from significant others (e.g., family, schools) tend to facilitate more adaptive 
behavioral patterns and more positive development (Youngblade, et al., 2007).  
The family context is central to the development of well adjusted, resilient adolescents. 
For example, perceptions of the quality of family engagement and closeness between family 
members, communication and parental role modelling were associated with perceptions of 
social competence, self-esteem and health-promoting behavior among adolescents 
(Youngblade et al., 2007). Moreover, parental monitoring was positively associated with 
health-promoting behaviors such as dieting and physical activity, and negatively associated 
with sedentary behaviors in youngsters at risk of becoming obese (Lawman & Wilson, 2012).  
The health assets discussed above are resources that adolescents may develop to 
improve their quality of life. Therefore, the purpose of this study is to explore the associations 
between adolescents’ satisfaction with their life and individual and social assets. Specifically, 
we intend to determine the relative importance of these types of assets in a nationally 
representative sample of Portuguese school-aged adolescents. We focus in adolescents as this 
a stage of development when attitudes towards lifestyle and personal control tend to be 
developed and exploratory behavior with potential risk taking ensues (Lerner & Steinberg, 
2009).  
Based on the extant literature, it is expected that adolescents who perceive themselves 
to be academically and socially competent, with the ability to self-regulate, and who have 
meaningful life goals to pursue are more likely to be more satisfied with their lives. Moreover, 
it is hypothesized that adolescents who perceive family and peer support, have meaningful 
family relationships and experience a degree of parental monitoring as well as a sense of 
connectedness with school will be more satisfied with their quality of life. Although it is likely 
that individual and social assets uniquely contribute to adolescents’ quality of life, we do not 
advance a hypothesis concerning which set of assets will be the stronger predictor of life 
satisfaction in adolescents. 
Method 
Participants and procedure  
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The sample for this study is composed by 3,494 participants (mean age = 14.94 ± 1.30 
years), of which 1,872 were girls (53.6%) and 1,622 were boys (46.4%). Participants were 
students in the 8th (45.6%) and 10th grades (54.4%).  
This study was based on the Health Behavior in School-aged Children (HBSC) 
Portuguese 2010 survey (Matos et al., 2011). After approval from the ethics commission of S. 
Joao Hospital, and the National Committee for Data Protection, 139 schools were randomly 
selected taken from a list of the Ministry of Education and stratified by administrative region. 
Fifty-two schools were selected from the north region (corresponding to 40% of respondents), 
24 from Centre region (corresponding to 15.2 % of respondents) 41 from Lisbon and Vale do 
Tejo region (30.1%), 7 from Alentejo (6.3%), 6 from Algarve (4.9%), and 9 from Madeira 
region (3.5%). Head teachers were contacted to request participation. Then, informed consent 
and parental consent for completion of the HBSC survey were obtained. Surveys were sent to 
schools by mail with procedural instructions for teachers’ administration during regular class 
time. After completion of the surveys, these were collected and returned by mail. Data 
collection and survey procedures were conducted following the HBSC international protocol, 
which are fully described elsewhere (Currie et al., 2008; de Matos et al., 2011; Roberts et al., 
2009). The response rate at school level was 92% and at both class and student levels it was 
87%. 
Measures  
Outcome measure 
Life Satisfaction was assessed by Cantril’s self-anchoring ladder measurement 
technique (Cantril, 1965). This technique consists of the presentation of one ladder with 10 
steps ranging from the worst possible life (step 0) to the best possible life (step 10). Adolescents 
were asked to indicate the step of the ladder that best represented their satisfaction with their 
lives at the moment. The reliability, construct validity and convergent validity of this measure 
for this age group were supported by theoretically consistent patterns of correlations with 
validated measures of emotional well-being, perceived health, and subjective health (Levin & 
Currie, 2014). 
Individual assets 
 Predictor or independent variables represent individual and social health assets. To be 
included in the HBSC survey study, all questions must be valid and reliable to be used with 
children in the various participating countries (Iannotti et al., 2009; Roberts et al., 2009). We 
now define the individual assets measures chosen from the HBSC survey. Academic 
achievement was measured with a single-item asking participants the question “Compared to 
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your colleagues, how would you rate your academic ability?” Answers were given in a 4-point 
Likert scale (1 = very good to 4 = below average). Social competence was assessed by the 
average of six 7-point Likert scale items (1 = always false, 7 = always true). Sample items 
include “I feel I am a competent person”, or “I feel very close and intimate” and followed the 
stem sentence “In my relationship in general” (α = .72). Self-regulation was measured by the 
average of five items (e.g., “When I am sad, I usually do something that makes me feel good”; 
“I am able to resist doing something that I know I shouldn’t do”). Answers were recorded in 5-
point Likert scales ranging from 1 = never to true to 5 = always true (α = .78). Life goals was 
assessed by the average of two 5-point Likert scale items (1 = never; 5 = always): “I have goals 
and plans for the future” and “I have objectives/meaning for my life” (α = .85). 
Social assets  
Concerning the social assets, we now describe the variables selected from the HBSC 
survey. Family support was assessed by the average of 4 items, including “My family tries to 
help me” and “I can talk to my family about my problems”. Answers are given on a 7-point 
Likert scale, ranging from 1 = strongly disagree to 7 = strongly agree (α = .92). Peer support 
is the average of 4 items, including “My friends try to help me” and “I have friends with whom 
I can share my joy and sadness”. Answers were given on a 7-point Likert scale, ranging from 1 
= strongly disagree to 7 = strongly agree (α = .92). Parental monitoring assessed the level 
monitoring parents appear to exert over participants. Following the stem “How much do your 
parents know about…”, participants answered five items, including “who your friends are”, and 
“Where you are after school”. Answers were recorded in a 4-point scale (1 = they know a lot, 2 
= they know a bit, 3 = they don’t know anything, 4 = don’t have or see my parents). The internal 
consistency for this scale was appropriate (α = .84). School connectedness is understood here 
as the degree of satisfaction with the quality of relationships within the school. This variable is 
the average of 3 items: In my school… “Students like being together”, “students are kind and 
helpful” and “students accept me”. Answers were given in a 5-point Likert scale that ranged 
from 1 = strongly agree to 5 = strongly disagree. Scores were reversed-coded and the internal 
consistency of this scale was acceptable (α = .70). 
Data analysis 
Descriptive statistics were calculated for all variables, and then converted into z-scores. 
The z-scores were used in a sequential (hierarchical) multiple regression procedure in which 
quality of life was regressed on gender and school grade as control variables (Step 1), followed 
by variables that represented individual assets (Step 2) and social assets (Step 3). A second 
sequential multiple regression was conducted with social assets entered in Step 2 and individual 
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assets entered in Step 3. In addition to R2 as a statistics that can test for statistical significance 
at each step, the unsquared metrics, square root R2 (R2) is also reported as a measure of 
importance to compare magnitude of the effects between each step of the sequential regression 
(Keith, 2014). Beta coefficients lower than .05 were considered too small to be meaningful; 
beta coefficients lower than .10 were considered small but meaningful; higher than 0.10 were 
moderate and higher than .25 were considered large. All statistical analyses were conducted on 
IBM SPSS 22.0 version and the level of significance was set at .05. 
Data screening was conducted prior to the main regression analyses. Durbin-Watson 
test values close to 2 and variation inflation factor values close to 1 suggest that collinearity 
was not an issue in the analyses. In line with expectations, twenty-five cases (less than 1% of 
the sample) with standardized residuals higher than an absolute value of 3 were identified. 
Cook’s distance was lower than 1 in all cases indicating that there were no particularly 
influential observations in the database. Analyses of scatterplots of standardized residuals and 
predicted values indicate appropriate homoscedasticity while P-P plots indicate normality of 
residuals. Multivariate outliers were identified using Mahalanobis distance, and 72 cases with 
a value equal or higher than 26.27 (p < .001) were deleted. 
<H1> Results 
 Descriptive statistics for all variables and correlation coefficients are presented in Table 
1. All correlations were statistically significant, but more importantly, these ranged from weak 
(r = .07) to moderate (r = .44) and in the expected direction. 
<Insert Table 1 Here> 
Table 2 summarizes the results from the sequential multiple regression for the entire 
sample in which life satisfaction was regressed on demographic variables (Model 1), individual 
assets (Model 2) and social assets (Model 3). Table 3 shows the results of the hierarchical 
regression analysis with Steps 2 and 3, described in Table 2, reversed. 
<Insert Tables 2 and 3 Here> 
Overall, the model explains 18.3% of the variance of adolescents’ life satisfaction. 
Gender becomes a non-significant variable in the regression analysis when individual or social 
assets are introduced in Step 3. When individual assets were entered as a block, after gender, 
there is a significant increase in the variance of life satisfaction, R2 = .119, F change (4, 2814) 
= 95.63, p < .001. Social assets were added in the third step and the results suggest a similar 
statistically significant effect in the variance of quality of life, R2 = .06, F change (4, 2810) = 
81.56, p < .001. (Table 2). 
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When Steps 2 and 3 are reversed, social assets explain 13,4% of life satisfaction’s 
variance, R2 = .134, F change (4, 2814) = 109.56, p < .001, while the introduction of individual 
assets in Step 3 only explains a further 4.5% of life satisfaction, R2 = .045, F change (4, 2810) 
= 38.99, p < .001 (Table 3). 
At the final step (Model 3), family support (β = .154, p < .001), and school 
connectedness (β = .198, p < .001) were the social assets significantly associated with life 
satisfaction. In regard to individual assets, social competence (β = .152, p < .001) and academic 
achievement (β = .116, p < .001) and self-regulation (β = .064, p < .001) were significant 
predictors of life satisfaction.  
Discussion 
The purpose of this paper was to explore the unique role of individual and social assets 
in adolescents’ life satisfaction. Overall results indicate that individual assets and social assets 
significantly and independently predict adolescents’ life satisfaction. In addition, social assets 
appear to explain more variance of life satisfaction than individual assets. However, the 
difference between both group of assets is small. These results may be explained by the fact 
that individual and social assets may share common features, and that individual assets are 
likely to develop within a social context. In fact, adolescents establish a number of social 
networks that provide a variety of resources for personal development. These networks 
constitute a form of social capital that provides the foundations for the development of bonding 
and bridging relationships, processes that support personal and social competence and growth 
(Calmeiro & de Matos, 2016) and promote well-being (Bond et al., 2007; Gerard & Booth, 
2015). 
Concerning specific health assets, family support and school connectedness (social 
assets) were the strongest predictors of life satisfaction among adolescents, followed by social 
competence, academic competence and self-regulation (individual assets). All variables had a 
moderate effect on life satisfaction, with the exception of self-regulation, which had a small but 
meaningful effect (Keith, 2006). These results are consistent, on one hand, with studies that 
underscore the importance of favorable family contexts for socio-emotional well-being, in 
which adolescents receive emotional support and sufficient resources (Gerard & Booth, 2015). 
On the other hand, feeling valued by the community has been shown to be the strongest asset 
to protect against suicidal ideation in North-American high school students (Murphey et al., 
2004). In the same way, low school connectedness has been associated with increased risk of 
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anxiety and depressive symptoms as well as a number of risk behaviors indicating poor quality 
of life (Bond et al., 2007).  
We hypothesized that individual assets would be associated with life satisfaction. This 
hypothesis was verified for academic achievement, social competence and self-regulation. 
Academic achievement represents cognitive ability and academic success and fulfils a basic 
psychological need to demonstrate competence (Ryan & Deci, 2000). Moreover, self-efficacy 
is one of the most robust psychological variables associated with motivated behavior and 
psychological adjustment (Bandura, 1997). The present results confirm previous reports that 
suggest a negative association of academic achievement with risk behaviors and a positive 
association with health-promoting behaviors (Murphey et al., 2004) and life satisfaction 
(Proctor et al., 2010). Support for the relevance of social competence was also found by Proctor 
et al., 2010 and Suldo and Huebner (2006) who reported that high levels of social self-efficacy 
were related to high life satisfaction. Social competence may allow adolescents to develop 
meaningful relationships and capitalize on social resources. Consistent with the literature, self-
regulation was a significant predictor of life satisfaction. Individuals who are able to self-
regulate by monitoring their goals, exert self-control and delay gratification, or find appropriate 
social support are more likely to successfully adjust to academic, social and environmental 
challenges (Herndon, Bembenutty & Gill, 2015; Zimmerman, 2002). This suggests that self-
regulation may interact with other individual and social assets to promote positive health 
outcomes. 
Against our expectations having life goals (cf. Gerard & Booth, 2015; Proctor et al., 
2010), and peer support (e.g., Bond et al., 2007; Proctor et al., 2010) were not associated with 
life satisfaction. In the present study, life goals were operationalized in general terms as having 
goals and expectations for the future. Perhaps respondents are yet to develop meaning and 
purpose in life, which should develop when their academic careers may affect more strongly 
their near future (e.g., studying for access to university). This hypothesis needs to be tested. 
Likewise, the results concerning peer support were also against expectations. It is possible that 
peer support did not emerge as a significant predictor of life satisfaction because school 
connectedness included items that addressed the level of satisfaction with schoolmates.  
The present study has a number of limitations. First, this study is cross-sectional in 
nature; therefore, cause effect cannot be determined. Nevertheless, the results are consistent 
with other research, which indicates that these assets are worth considering for interventions 
(Morgan & Haglund, 2009). Second, the data was collected through self-report and, therefore, 
can be subject to social desirability despite the fact that data collection procedures guaranteed 
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anonymity. Third, variables were measured as a part of a larger survey, which resulted in the 
use general short measures of the variables of interest.  
Nevertheless, a major strength of this study is the fact that the rigorous sampling 
procedures resulted in the selection of participants that constitute a nationally representative 
sample of the population of school-aged children. In addition, the identification of relevant 
health assets is particularly important in the context of the country’s economic recession that 
impacts adolescents’ health and quality of life. Therefore, educational authorities should 
consider the development and delivery of educational programs to counterbalance the impact 
of the economic recession that has put families and young people in privation. Programs to 
improve adolescents’ connection to school have been scarce (Roth & Brooks-Gunn, 2003), but 
to capitalize on the role of school connectedness, schools should focus on the development of 
a sense of community where students feel heard and cared for. Youth development programs 
generally aim at developing competence, confidence, connections, character and a caring 
attitude (Catalano et al., 2004). Programs should focus on the development of a variety of social 
and academic skills, and provide opportunities for students to experience mastery as a source 
of self-efficacy (Bandura, 1997). Roth and Brooks-Gunn (2003) documented that competency-
enhancing goals, specifically the development of adolescents’ social and cognitive skills, are 
among the most common goals for these programs. Activities that encourage adolescents to 
engage in life skills training, community service and develop leadership qualities to build a 
variety of competencies in a number of contexts (e.g., school, family, community) are 
necessary.  
The present results also suggest that programs should focus on the development of the 
quality of family relationships as supportive relationships have been shown to be the basis of 
resilient adaptation to difficulties (Masten, 2001) and well-being (Ronen, Hamama, 
Rosenbaum, & Mishely-Yarlap, 2016). For example, interventions that target parents to 
develop supportive communication or to encourage family involvement with school activities 
appear to be relevant for the creation of a supportive community in times of hardship. 
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Table 1.  
Means, Standard Deviations and Correlations for all Variables.  
 
* p < . 05; ** p < .01; *** p < .001 
 
 
Variable (1) (2) (3) (4) (5) (6) (7) (8) (9) 
(1)  Life satisfaction          
(2)  Academic 
achievement 
.18**         
(3)  Social 
competence 
.30** .19**        
(4)  Self-regulation .23** .12** .36**       
(5)  Life goals .16* .15** .44** .26**      
(6)  Family support .28** .09** .38** .32** .22**     
(7)  Peer support .19** .06** .43** .20** .25** .38**    
(8)  Parental 
monitoring 
.14** .09** .29** .19** .25** .32** .16**   
(9) School 
connectedness 
.27** .07** .16** .17** .07** .14** .20** .07**  
M 7.24 2.46 5.21 3.53 4.14 5.80 6.04 3.52 4.15 
SD 1.71   .73   .87   .81   .87 1.32 1.17   .51   .65 
15 
Table 2. 
Summary of the Sequential Regression Analysis for the Entire Sample with Individual Assets Entered before Social Assets. 
 
  Model 1  Model 2  Model 3 
 Predictors β t 95% CI  β t 95% CI  β t 95% CI 
Step 1             
 Gender –.054 –2.85** –.18, –.03  –.050 –2.79** –.17, –.03  –.029 –1.64 –.13, .01 
Step 2             
 Academic achievement        .123   6.81***  .09, .16   .116 6.66***   .08, .15 
 Social competence      .224 10.80***  .18, .26   .152 6.98***   .11, .19 
 Self-regulation      .119   6.14***  .08, .15   .064 3.35***    .03, .10 
 Life goals      .021   1.07 –.02, .06   .014 0.73 –.02, .05 
Step 3             
 Family support          .154 7.62*  .12, .20 
 Peer support          .000 –0.02 –.04, .04 
 Parental monitoring          .011 0.58 –.03, .05 
 School connectedness          .198 11.19***   .17, .24 
             
      R2   .003        .122        .183   
      F change 8.10**    95.63***    81.56***   
      R2   .003        .119        .060   
      Square root ΔR2   .054        .345        .245   
 * p < . 05; ** p < .01; *** p < .001 
 
 
  
16 
Table 3.  
Summary of the Sequential Regression Analysis for the Entire Sample with Social Assets Entered before Individual Assets. 
 
  Model 1  Model 2  Model 3 
 Predictors β t 95% CI  β t 95% CI  β t 95% CI 
Step 1             
 Gender –.054 –2.85** –.18, –.03  –.039  –2.15* –.15, –.01  –.029  –1.64 –.02, .20 
Step 2             
 Family support       .207   10.33***  .17, .25   .154   7.62***  .13, .01 
 Peer support       .058   2.97**  .02, .10   .000  –0.02  .12, .20 
 Parental monitoring       .054   2.92**  .02, .10   .011   0.58 –.04, .04 
 School connectedness       .220 12.18***  .9 .26   .198 11.19***  .03, .05 
Step 3             
 Academic achievement          .116  6.66***  .17, .24 
 Social competence          .152  6.98***  .08, .15 
 Self–regulation           .064  3.35***  .03, .10 
 Life goals          .014  0.73 –.02, .05 
             
             
      R2   .003    .137    .183   
      F change 8.10**    109.56***    38.99***   
      R2   .003    .134    .045   
      Square root ΔR2   .054    .336    .212   
 * p <. 05; ** p < .01; *** p < .001 
 
